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POSTPARTUM DEPRESSION AND NEW YORK'S CHILD
WELFARE POLICY IN NEGLECT CASES
BY SARA ANTHIS
Depression in women is a serious public health concern
recently recognized as differing from depression generally.' One
aspect of depression unique to women is depression with an antenatal
or postpartum onset.2 Media coverage of infanticide cases and the
defense of mental impairment arising from postpartum depression has
led to an ever-growing body of scientific research on the condition's
etiology and potential avenues of treatment. Postpartum depressive
disorders (PDDs) are increasingly being recognized as "a serious
public health problem.",3 One area equally as important, but less
known than the role of PDDs in infanticide cases, is its role in child
neglect cases. Child protection proceedings are civil proceedings.
However, to many parents, a termination of parental rights is a
consequence as dire as that which may be imposed on mothers who
commit infanticide in criminal law. While it seems that child
protection policy embodies dual goals of family preservation and
child protection, family preservation is only a goal when it is does not
conflict with child protection and well-being.4
First, a synthesis of some of the empirical findings is
presented to define PDDs and their connections to each other and to
longer term, more severe mental impairments. Then, a brief overview
of New York law on the mental impairment of a parent in a child
'Cong. Briefing, Women's Mental Health: What Do We Know and What Do We
Need? Statement of Gwendolyn Puryear Keita, Ph.D., on Behalf of the American
Psychological Association (Jan., 2004), at http://www.apa.org/ppo/issues/
pwomensmhl02.html (accessed Feb. 7,2004); American Psychological Association
Summit on Women and Depression: Proceedings & Recommendations (2002).2Valerie E. Whiffen & Ian H. Gotlib, Comparison of Postpartum and
Nonpostpartum Depression: Clinical Presentation, Psychiatric History, and
Psychosocial Functioning, 61 J. CONSULTING & CLINICAL PSYCHOL. 485 (1993).3Depression During Pregnancy and After, 19 Harv. Mental Health Letter (President
and Fellows of Harvard College), Sept. 2002, at 1 [hereinafter Depression].4N.Y. SOC. SERV. LAW § 384-b(l) (2003).
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neglect proceeding under section 1012 of the New York Family Court
Act and subsection 384-b of the New York Social Services Law is
presented. The purpose is to explain why some child welfare
advocates are urging policymakers to consider earlier, lengthier, and
broader interventions where symptoms of antenatal depression are
identified in order to promote both family preservation and child
protection. Finally, a brief cost-benefit analysis is presented
supporting implementation of these policy changes.
SCIENTIFIC FINDINGS ON POSTPARTUM DEPRESSIVE DISORDERS
The Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV) defines PDDs as episodic depression that begins within
four weeks following birth.5 PDDs refer to three distinct conditions
that may or may not occur on a continuum: Postpartum blues,
postpartum depression, and postpartum psychotic depression.
Postpartum blues is a mental disturbance that occurs in about 25% to
85% of all women following childbirth.6 Typical symptoms include
tearfulness, irritability/oversensitivity, anxiety, insomnia, appetite
changes, confusion, and mood liability.7 Its onset is usually within a
few days following childbirth, and its duration is from a few hours to
several days, rarely extending beyond 12 days. 8 "Postpartum blues is
unlikely to play a major causative role in neonaticide or filicide." 9
5American Psychiatric Association, Diagnostic and Statistical Manual of Mental
Disorders, 386-387 (4th ed. 1994), cited in Laura J. Miller, Postpartum
Depression, 287 JAMA 762 (2002).6Velma Dobson & Bruce Sales, The Science of Infanticide and Mental Illness, 6
PSYCH. PUB. POL. & L. 1098 (2000); Sandy Meng Shan Liu, Comment:
Postpartum Psychosis: A Legitimate Defense for Negating Criminal
Responsibility?, 4 SCHOLAR 339, 355 (2002); Miller, supra note 5; Michael W.
O'Hara, et al., Controlled Prospective Study of Postpartum Mood Disorders:
Comparison of Childbearing and Nonchildbearing Women, 99 J. ABNORMAL
PSYCHOL. 3 (1990), cited in Christine Michalopoulos, Filling the Holes of the
Insanity Defense: The Andrea Yates Case and the Need for a New Prong, 10 VA. J.
SOC. POL'Y. & L. 383, 396 (2003); Jeffrey L. Susman, Postpartum Depressive
Disorders, 43 J. FAM. PRACT. S17-S24 (1996).71d.
81d.
9Dobson, supra note 6.
VOL. X11
POLICY WATCH - ANTHIS
Research has found that postpartum blues is directly linked to
pregnancy and childbirth.10
Postpartum depression is a clinical (major) depression. It
occurs in anywhere from 7% to 45% of all women following
childbirth, depending on the type of instrument and variables used to
measure symptomology." Inconsistencies in early findings on the
prevalence of PPD were attributable to using instruments that
measured different variables, failing to distinguish between antenatal
and postnatal onsets, and insufficient sample sizes and heterogeneity
to permit generalization.12 Several subsequent studies controlled for
these inadequacies by using a more diverse combination of measures,
looking more closely at the biopsychosocial histories of subjects, and
increasing sample sizes. This has increased the precision of
diagnoses. 13
Typical symptoms of postpartum depression include
dysphoric mood, loss of interests, significant appetite and weight
changes, insomnia or hypersomnia, fatigue, impaired concentration
and decisiveness, and excessive guilty, suicidal or death related
thoughts. 14 Its onset is typically within the first six months following
birth. Most studies identify its duration as several months, with 50%
lasting more than three months and 50% lasting more than six
months. 15 A few studies found that PPD can last up to a year, with
some women still experiencing depression two to three years later. 16
Unless asked about its onset and unless a woman has no historical
risk factors, the connection between clinical depression with and
101d.
1Id.
12Dobson, supra note 6; Ian H. Gotlib et al., Prevalence Rates and Demographic
Characteristics Associated With Depression in Pregnancy and the Postpartum, 57
J. CONSULTING & CLINICAL PSYCHOL. 269 (1989); Scott Stuart et al., Postpartum
Anxiety and Depression: Onset and Comorbidity in a Community Sample, 186 J.
OF NERVOUS & MENTAL DISEASE 420-424 (1998).
14Id.; Miller, supra note 5; Susman, supra note 6.
151d 
o16 Dobs n, supra note 6.
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without an antenatal or postpartum onset often goes unidentified. 17
Nevertheless, it is associated with significant functional impairment.1
8
Postpartum psychosis is the severest form of depressive
disorder connected to childbirth. 19 However, it is also the rarest,
occurring in less than 1% of women. 20 Typical symptoms include
hallucinations, delusions, mania, severe depression, and thought
disorder.2' It often severely limits one's ability to function and
requires hospitalization. 22 Postpartum psychosis is the disorder most
commonly associated with infanticide and neonaticide.23 Its onset is
within thirty days of childbirth, with most occurring within two
24
weeks. Its duration often continues to elevate into the second year
following childbirth.25
Research has revealed the following risk factors: Younger
age, 26 unplanned pregnancy, 27 hormonal fluctuations, 28 a history of
mental illness or substance abuse, 29 depression before or during
pregnancy,3 ° a history of postpartum depressive episodes,3' lengthier
171d.
18Susman, supra note 6.
19Dobson, supra note 6; Meng Shan Liu, supra note 6; Miller, supra note 6;
Susman, supra note 6.20Postpartum psychosis has an occurrence rate of 0.2%. Dobson, supra note 6;
Susman, supra note 6.
21Dobson, supra note 6; Meng Shan Liu, supra note 6; Miller, supra note 6;




25Dobson, supra note 6, at 1107.26Rachel Warner et al., Demographic and Obstetric Risk Factors for Postnatal
Psychiatric Morbidity, 168(5) BRiT. J. PSYCHIATRY 607, 607-11 (1996).271d.
28A. Wieck et al., Increased Sensitivity of Dopamine Receptors and Recurrence of
Affective Psychosis After Childbirth, 303 BRIrISH MED. J. 613, 613-17 (1991);
Karen H. Schmeelk et al., Maternal Depression and Risk for Postpartum
Complications: Role of Prenatal Corticotropin-Releasing Hormone and
Interleukin-1 Receptor Antagonist, 25 BEHAV. MED. 88 (1999).29Alice S. Carter et al., Maternal Depression and Comorbidity: Predicting Early
Parenting, Attachment Security, and Toddler Social-Emotional Problems and
Competencies, 40:1 J. AM. CHILD ADOLESC. PSYCHIATRY 18 (2001).30Jonathan Evans et al., Cohort Study of Depressed Mood During Pregnancy and
VOL. XII
POLICY WATCH - ANTHIS
postpartum depressive episodes,32 marital status, 33 self-focused goals
during pregnancy,'34 not breast feeding, 3 5 number of children, 36 a
deficient amount of social and economic support, 37 high levels of
social or economic stress,38 and having an infant with special needs.39
In turn, the following protective factors have been identified:
Social support, self-esteem,40 paternal support,4 1 treatment for mental
and/or emotional disturbances (e.g., hormone therapy, antidepressant
medication, psychotherapy, group and/or family therapy, and
parenting education and support-intensive), family focused goals
during pregnancy,4 2 social and respite services, and occupational or
economic stability/support.43
After Childbirth, 323 BRIT. MED. J. 257 (2001); Warner, supra note 26.31Peter J. Cooper et al., Course and Recurrence of Postnatal Depression: Evidence
for the Specificity of the Diagnostic Concept, 166 BRIT. J. PSYCHIATRY 191-195
(1995); Susman, supra note 6; Whiffen, supra note 2.32Peter J. Cooper, supra note 31; Declan Murray et al., Childbirth: Live Event or
Start of a Long-Term Difficulty?: Further Data From the Stoke-on-Trent
Controlled Study of Postnatal Depression, 166 BRrr. J. PSYCHIATRY 595-600
(1995).33Rachel Warner, supra note 26.34Katariina Salmela-Aro et al., Goal Reconstruction and Depressive Symptoms
During the Transition to Motherhood: Evidence From Two Cross-Lagged
Longitudinal Studies, 81 J. PERSONALITY & SOC. PSYCHOL. 1144, 1144-59 (2001).35Rachel Warner, supra note 26.36Rachel Warner, supra note 26.37Nancy L. Collins et al., Social Support in Pregnancy: Psychosocial Correlates of
Birth Outcomes and Postpartum Depression, 65 J. PERSONALITY & SOC. PSYCHOL.
1243, 1243-58 (1993); Warner, supra note 26.381d.; Vikram Patel et al., Gender, Poverty, and Postnatal Depression: A Study of
Mothers in Goa, India, 159 AM. J. PSYCHIATRY 43, 43-47 (2002).39John D. McLennan et al., Prevalence, Persistence, and Correlates of Depressive
Symptoms in a National Sample of Mothers of Toddlers, 40:1 J. AMER. ACAD.
CHILD & ADOLESC. PSYCHIATRY 1316, 1316-18 (2001).
4°Christian Ritter et al., Stress, Psychosocial Resources, and Depressive
Symptomatology During Pregnancy in Low-Income, Inner-City Women, 19 HEALTH
PSYCHOL. 576, 576-85 (2000).
41Susan C. Crockenberg & Esther M. Leerkes, Parental Acceptance, Postpartum
Depression, and Maternal Sensitivity: Mediating and Moderating Processes, 17 J.
FAM. PSYCHOL. 80, 80-93 (2003).
42Salmela-Aro, supra note 34.
43Ritter, supra note 40.
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Postpartum blues can be successfully treated by hormone
therapy, psychotherapy, and social support. Usually pharmacological
therapy is not required.44 Postpartum depression may be successfully
treated with a combination of medication, psycho- and/or family
therapy, and social and/or economic support.45 Most sufferers of
46postpartum depression recover within one year. Treatment for
psychosis often entails a combination of all these treatment
alternatives and may require hospitalization. Ninety-five percent of
treated sufferers improve within three months.47
The nature, extent, and duration of a PDD is most directly
associated with the psychosocial history and current circumstances of
the mother. Recent studies have found that about 25% of PDD
begin during pregnancy. 49 Postpartum blues is more pronounced in
mothers experiencing social and economic hardships. Postpartum
blues can evolve into postpartum depression or psychosis if allowed
to continue untreated because of the cumulative effect of risk factors
mentioned above, such as having a history of depressive episodes,
trauma or mental illness, and current social and economic
instability. 50 The severest forms of PDD (major depression and
psychosis) are typically precipitated by such a history and
circumstances. 5'
Because risk factors for the severest forms can be identified
early before evolving into psychosis (antenatal) based on a
psychosocial assessment, several advocates urge that interventions
begin at the earliest time possible (e.g., during prenatal screenings,
"Miller, supra note 5; Susman, supra note 6.45John D. McLennan & David R. Offord, Should Postpartum Depression Be
Targeted to Improve Child Mental Health?, 41 J. AM. ACAD. CHILD & ADOLESC.
PSYCHIATRY 28-35 (2002).
46Susman, supra note 6.4 71d.
48Collins, supra note 37; Miller, supra note 5; Murray, supra note 32; Patel, supra
note 38; Ritter, supra note 40; Susman, supra note 6; Warner, supra note 26;
Whiffen, supra note 2.
49Depression, supra note 3.
5
°McLennan, supra note 45.51Carter, supra note 26; Cooper, supra note 28; Evans, supra note 27; Murray,
supra note 29; Susman, supra note 6; Warner, supra note 23.
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pediatric visits, or the provision of other health or social services).
They also urge that services extend beyond the first six months
postpartum (up to two or three years, but tailored to the particular
needs of the family - for example, in some instances, monitoring and
supervision may be sufficient after more immediate needs have been
addressed) to prevent escalation to major depression or psychosis,
52protect children, and preserve families. Numerous studies have
found that maternal depression harms the cognitive, emotional, and
physical development and well-being of infants. 53  Given the
importance of early childhood years in an individual's overall
development and long-term functioning, antenatal and postpartum
depression are appropriate for preventive intervention.54
52Cheryll Adams, Postnatal Depression: The Symptoms of Postnatal Depression
are Not Always Obvious and an Awareness of Risk Factors That May Determine
Mental Health Outcomes is Vital, 25 PRACTICE NURSE 44, 44-48 (2003); Eileen R.
Fowles, Relationships Among Prenatal Maternal Attachment, Presence of
Postnatal Depressive Symptoms, and Maternal Role Attainment, 1 JSPN 75, 75-82
(1996); Amy M. Heneghan et al., Do Pediatricians Recognize Mother With
Depressive Symptoms?, 106 PEDIATRICS 1367, 1367-68 (2000); Ardis L. Olson et
al., Primary Care Pediatricians' Roles and Perceived Responsibilities in the
Identification and Management of Maternal Depression, 110 PEDIATRICS 1169,
1169-76 (2002); Wendy Sword, Review: Mothers With Postpartum Depression
Had to Readjust Expectations, Cope With Loss, and Find Ways to Meet Needs, 5
EVIDENCE-BASED MENTAL HEALTH 128 (2002); Doris Noel Ugarriza, Postpartum
Depressed Women's Explanation of Depression, J. NURSING SCHOLARSHIP (2001);
Susman, supra note 6.53Susan B. Campbell & Jeffrey F. Cohn, Prevalence and Correlates of Postpartum
Depression in First-Time Mothers, 100 J. ABNORMAL PSYCHOL. 594-599 (1991);
Carter, supra note 29; Cooper, supra note 31; Evans, supra note 30; Dale F. Hay et
al., Pathways to Violence in the Children of Mothers Who Were Depressed
Postpartum, 39 DEVELOPMENTAL PSYCHOL. 1083-1094 (2003); Depression, supra
note 3.54Campbell, supra note 53; Dale Hay, supra note 53; Geraldine Dawson et al.,
Preschool Outcomes of Children of Depressed Mothers: Role of Maternal
Behavior, Contextual Risk, and Children's Brain Activity, 74 CHILD DEV. 1158,
1158-76 (2003); Ilona Luoma et al., Longitudinal Study of Maternal Depressive
Symptoms and Child Well-Being, 40 J. AM. ACAD. OF CHILD & ADOLESC.
PSYCHIATRY 1367, 1367-75 (2001); A. Rahman et al., Life Events, Social Support
and Depression in Childbirth: Perspectives From a Rural Community in the
Developing World, 33 PSYCHOL. MED. 1161, 1161-67 (2003); Depression, supra
note 3; Lynne Murray & Peter J. Cooper, Postpartum Depression and Child
2004
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NEW YORK CHILD NEGLECT LAW
To many parents, terminating their parental rights or having
their children temporarily removed from their custody is as severe as
a criminal sentence. Child neglect proceedings seek to assess
parental fitness. 55  Therefore, whether a postpartum depressive
disorder could result in termination of parental rights depends on how
it affects parental functioning. This is determined based on whether
the parent
(1) failed to exercise a minimum degree of care in providing the
child basic necessities of life though financially able to do so,
or adequate supervision or guardianship by inflicting or
risking harm to the child, or
(2) repeatedly abused drugs or alcohol until losing control and is
not in a rehabilitation program, or engaged in similarly
serious behavior, or
(3) abandoned the child.56
As in child abuse, child neglect involves some finding of fault
or wrongdoing by the parent. The exception is where a parent's
mental health is at issue. Nevertheless, the prong of harm or
endangerment remains. That is, mental illness alone is insufficient to
justify a termination of parental rights. Rather, there must be a nexus
between the mental illness and harm or imminent danger of harm to
the child.57
How this nexus is established depends on the procedural
posture of the case. At the preliminary hearing, a preponderance of
the evidence is sufficient to justify temporary removal of a child from
parental custody until the fact-finding hearing. 58 Similarly, at the
Development, 27 PSYCHOL. MED. 253, 253-60 (1997); Lynne Murray et al.,
Postnatal Depression and Infant Development, 302 BRrr. MED. J. 978, 978-80
(1991); McLennan, supra note 45.551n re Karr, 323 N.Y.S.2d 122, 125 (N.Y. Fam. Ct. 1971).
5 6N.Y. FAM. CT. ACT § 1012(f).571n re Millar, 336 N.Y.S.2d 144, 146 (1st Dept. 1972).58See In re Eugene G., 429 N.Y.S.2d 17 (1st Dept. 1980) (where there is a long
history of mental illness marked by aggressiveness, poor impulse control, paranoia,
delusions, and recent relapses, and where there is no assurance that relapses will not
occur and the infant is of tender age, then a substantial probability of neglect exists
justifying temporary placement of the infant in the government's care and custody).
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fact-finding hearing, the government need only prove its allegations
of neglect in its petition by a preponderance of evidence.59
Once neglect has been established at the fact-finding hearing,
a portion of the burden shifts to the respondent to prove that s/he is a
fit parent by complying with treatment services and having an
improvement in mental, functioning. At the dispositional hearing,
the government, if seeking a termination of parental rights, must
prove that the parent is unfit to care for the child now and in the
foreseeable future by clear and convincing evidence. 6 1  The
government's burden of proof is much higher at this stage in the
proceedings because the potential disposition of a termination of
parental rights is the removal of a constitutional right to the care and
custody of one's children.62 The clear and convincing standard in
child neglect cases requires the presentation of expert opinion or
corroboration, if no harm has occurred, that a condition currently
places the child at imminent risk.63 A history of past hospitalization
or psychosis alone is insufficient.64
59E.g., Id.; In re Carl A., 366 N.Y.S.2d 269 (Kings County Fam. Ct. 1975).601n re Jason B., 458 N.Y.S.2d 180 (N.Y. Fain. Ct. 1983). The mother in this case
seemed to have been suffering from postpartum psychosis since she had one infant
who was only nine months old, she had made threats to kill her children three
months postpartum, and she was diagnosed with "Depression, Recurrent with
Psychotic Features." In addition, her other children were ages four and ten. Based
on scientific studies, her history of mental illness may have been exacerbated by
postpartum effects after those births as well. Fortunately, the government and court
intervened before the children were harmed. Accord In re Baby Boy E., 589
N.Y.S.2d 587 (2d Dept. 1992); In re Naticia Q., 599 N.Y.S.2d 759 (3d Dept.
1993).
611n re Zariyasta S., 557 N.Y.S.2d 895 (1 st Dept. 1990) (citing In re Susan F., 106
A.D.2d 282, 283).62In re Danielle M., 542 N.Y.S.2d 525 (1st Dept. 1989) (citing Santosky v. Kramer,
455 U.S. 745, 747-748); N.Y. Fain. Ct. Act § 1055[b][i]; In re Tammie Z., 105
A.D.2d 463, aff'd. 66 N.Y.2d 1); In re Zariyasta S., 557 N.Y.S.2d 895 (1st Dept.
1990).63N.Y. Soc. SERVS. LAW 384-b(6)(e); In re Zariyasta S., 557 N.Y.S.2d 895 (1st
Dept. 1990).
64E.g., In re Karr, 66 Misc.2d 912, 323 N.Y.S.2d 122 (N.Y. Faro. Ct. 1971); In re
Carl A., 366 N.Y.S.2d 269 (N.Y. Farn. Ct. 1975); In re H Children, 548 N.Y.S.2d
586 (2d Dept. 1989); In re Jessica YY, 685 N.Y.S.2d 489 (3d Dept. 1999) (citing In
re Brandon C., 237 A.D.2d 821, 822); In re Naticia Q., 599 N.Y.S.2d 759 (3d
2004
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New York case law on child neglect rarely mentions PDDs
specifically. This omission likely results from these disorders only
recently being recognized in the DSM-IV as distinct disorders worthy
of serious medical attention. 65 Also, postpartum blues has not been
shown to result in infanticide of filicide, but its more severe
successors (postpartum depression and psychosis) have.66 However,
when these conditions impair parental functioning, their
symptomology and treatment plans often do not differ from several
other disorders. 67 Therefore, cases involving PDDs in child neglect
cases are treated as any case involving a mental or emotional
disturbance.
68
Traditionally, the government has not sought to intervene until
after the mental condition poses a risk to an already-born child.
However, recent case law reflects a trend toward policy changes
correlative to modem research findings on PDDs. In Jason B., for
example, a mother with a history of mental illness was already
receiving counseling services shortly after giving birth and before
child protective actions were initiated.69 In this case, the mother's
original diagnosis of schizophrenia with borderline features was made
one year after the birth of her first child. This condition later evolved
into major depression, recurrent with psychotic features after the birth
of her third child. Because the mother threatened to kill herself and
her children, the court found the allegations sufficiently supported at
the fact finding hearing warranting removal of the children until the
dispositional hearing.7°
In Alena 0., a woman with a history of mental illness
experienced depression, suicidal ideation, and psychosis within a year
Dept. 1993).65Campbell, supra note 53; Valerie E. Whiffen, supra note 2.66Michele Connell, Note: The Postpartum Psychosis Defense and Feminism: More
or Less Justice for Women, 53 CASE W. RES. L. REv. 143 (2002); Dobson, supra
note 6; Michalopoulos, supra note 6.67 Susman, supra note 6; Dobson, supra note 6; Miller, supra note 6;
Michalopoulos, supra note 6; Meng Shan Liu, supra note 6.68See, e.g., In re Alena 0., 633 N.Y.S.2d 127 (1st Dept. 1995); In re Jessica YY,
685 N.Y.S.2d 489 (3d Dept. 1999).691n re Jason B., 458 N.Y.S.2d 180 (N.Y. Farn. Ct. 1983).
7°Id"
VOL. XII
POLICY WATCH - ANTHIS
after giving birth to her second child. 7 1 The woman was already
receiving mental health services when child protective services were
contacted. She had been hospitalized three times and underwent
various forms of mental health treatment and intensive home-based
services. Prescribed medication seemed to improve the woman's
condition, but she often refused the medication. Eventually, all these
treatments proved unsuccessful. Expert opinion was that "without
medication, [the mother] will 'end up in the hospital again and
,,72again'. Even though no specific mention of PDD was made in this
case, reference is made to psychotic episodes occurring shortly after
the birth of her child.73
In contrast to preventive services following an indicated CPS
report, early preventive intervention appeared successful in Jessica
Yy.74 In Jessica YY., a prenatal clinic referred a pregnant woman to
the Broome County Department of Social Services for prenatal care
and parenting education.75 The clinic worker was concerned of
potential neglect because of the woman's history of emotional
problems and lack of parenting skills. Social Services helped the
women obtain counseling, prenatal, and parenting services. After the
birth and removal of the child, witnesses (including the caseworker)
testified at the fact finding hearing of hostile, uncooperative, and
unstable behavior that led them to the opinion that the infant ought to
be removed from the mother's care until the dispositional hearing.
However, the caseworker also testified that the mother had been
compliant with all treatment directives and was able to safely parent
her infant. Therefore, the court dismissed the government's
76petition.
COST-BENEFIT ANALYSIS
Earlier and broader preventive services in treating PDD is
more likely to fulfill legislative intent in child protection and family
7lln re Alena 0., 220 A.D.2d 358, 633 N.Y.S.2d 127 (1st Dept. 1995).72ld. at 129.
731d.
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preservation, and be more economical in the long-term than
traditional reactive approaches. PDDs are costly in terms of medical
services, lost time from work and unemployment, suicide, broken
relationships, hospitalization, and harm to the development and long-
term well-being of children.77 In 2001, approximately 542,000
children were in foster care.78 In 2000, approximately 1,200 children
died of abuse or neglect, 43.7% of them were less than one year old.79
As of August, 1998, the "longest waiting children" in foster care
were in care an average of 11.8 years.80 Of these children, 36% lived
in foster homes, 31% lived in institutional settings, 10% lived in
group homes, and 22% lived in other facilities. 81 Although only 20%
were placed in foster as infants, 80.5% entered before age 4.82 In
1996, the total estimated federal child welfare cost was $6 billion to
$11.2 billion.83 Estimated state costs were $6.4 billion, and local
84costs about $1.6 billion. The bulk of state funds goes to residential
care although the smallest portion of children reside there. While
factors other than PDDs may influence the maltreatment of children
at such early ages, the existing research and trend in child welfare
practice indicates it ought not be overlooked.
77Stavros Petrou et al., Economic Costs of Postnatal Depression in a High-Risk
British Cohort, 181 BRrr. J. PSYCHIATRY 505, 505-12 (2002).78National Clearinghouse on Child Abuse and Neglect Information, Foster Care
National Statistics (Jun. 2003), at http://nccanch.acf.hhs.gov/pubs/factsheets/foster.
cfm (last visited Feb. 4, 2004).79Children's Bureau, U.S. Dept. of Health & Human Servs., National Child Abuse
and Neglect Data System Report, ch.1, at http://www.acf.hhs.gov/programs/cb/
publications/cmOO/chapterone.htm (last visited Feb. 9, 2004).80Rosemary Avery, New York State's Longest Waiting Children 1998: A Study of
New York State Children in Need of Adoptive Families viii (Sep. 1999); at
http://www.nysccc.org/longestwaiting.htm (last visited Nov. 29, 2003).8lId. at ix.821d. at 12.83Rob Geen et al., The Cost of Protecting Vulnerable Children, Urban Institute
(1999), at http://www.urban.org/Template.cfm?NavMenulD=24%template=/
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CONCLUSION
Maternal depression related to childbirth is a public health
concern given its high costs to children, women, families,
communities, and our nation as a whole. However, it is preventable
and treatable. Early assessments and interventions to identify risk
factors and increase social and economic support, education and skill
development, and therapeutic treatment would be worth investing in.
Even though "child welfare experts have long argued that the federal
government shortchanges support for prevention . . . and family
preservation services," federal policymakers left this to states to
compensate for.86 However, states spent over $3 for placement,
adoption, and administrative costs for every $1 they spent on
preventive services in 1996.87 Because preventive services would
reduce the time children spend in foster care and the duration and
extent of services needed over the long term, governments and
taxpayers would save millions of dollars and the best interests of
children and preservation of families would be promoted.88
861d.
87Geen, supra note 83.881d.
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